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The third patient, a nullipara aged 56, complained of a resumption of the menses after three years' amenorrheea. Two pelvic tumours were diagnosed as fibroids but operation revealed bilateral tuberculous pyosalpinx with papillary adenocarcinoma developing in the closed cavity on the left side.
(3) Regarding prognosis, it was instructive to find the first patient dying from massive abdominal secondaries with virtually a clear pelvis. The second patient, despite an early growth, had a high lateral aortic lymph node removed which was found to contain secondary growth. It is therefore concluded that early lymphatic spread causes the ultimate death of these patients rather than any pelvic recurrence. Ectopic Pregnancy with Pelvic Tuberculosis.-G. DALLEY, M.R.C.S., L.R.C.P.
The specimen was a nearly complete foetal skeleton which had been removed piecemeal from the rectum of a primigravida. The history is as follows: She was aged 40 and at age 17 she had had pleurisy and excision of glands of neck since when she had been in good health. She was admitted to hospital after twenty-two weeks' amenorrhcea when the uterus appeared of the appropriate size but there was a large swelling behind and to the left of it. X-ray showed a feetus of correct age with early maceration. The swelling continued to grow rapidly and laparotomy was performed when the mass was found to be growing from the left side of the pelvis retroperitoneally and quite inoperable. Her condition deteriorated and a posterior colpotomy was performed for diagnostic purposes. The fluid proved sterile and contained no malignant cells. Later culture showed a growth of Myco. tuberculosis. Treatment was started of streptomycin 1 gram and isoniazad 300 mg. daily. Her condition gradually improved and the mass diminished in size. After two months she was transferred to a sanatorium for further treatment. Six months later she returned for removal of this mass but examination showed foetal bones projecting into the rectum. These were removed at several attempts and the latest X-ray showed no foetal bones in the pelvis. She is now quite well but has occasional watery diarrhoea and it is proposed to continue conservative treatment.
Patient was a married woman, aged 32, who was first seen on 28.10.54, six weeks after normal delivery of a full-term living infant. She was complaining of vulval discomfort, and on examination was found to have a small ulcer on the left labium majus and a few shotty glands in both groins. Examination of the cervix revealed an area of necrotic ulceration of the posterior lip. There was no other gynecological abnormality.
Dark-ground examination of both the vulval and cervical ulcers was negative, as was the Wassermann and gonococcal complement-fixation test.
She was admitted to hospital where four further dark-ground examinations from both lesions proved negative and swabs showed mixed growth of organisms only. Ten days after admission a piece of the cervical ulcer was removed for histological examination because of the possibility of carcinoma. This, however, showed marked epithelial hyperplasia accompanied by intense inflammatory changes. Five days later the W.R. became strongly positive, but lumbar puncture showed normal cerebrospinal fluid. She thereupon received a course of penicillin treatment and both the cervical and the vulval ulcer healed rapidly.
The baby was examined and found to be well and serologically negative and her husband although clinically normal, showed a strongly positive W.R. He had been treated for syphilis whilst serving with the Army in Korea but had been discharged cured. The husband almost certainly was reinfected after his return to the British Isles and infected his wife either very late in pregnancy or early in the puerperium.
The interesting features of this case were: (1) The repeatedly negative dark-ground examinations.
(2) The histological suspicion that the cervical lesion was a carcinoma. Argentaffinoma of Ovary.-P. E. HUGHESDON, M.B.
The patient, an obese coloured Jamaican woman of 69, twenty-one years past the menopause, para-15 +4, was admitted to IJ.C.H. complaining principally of right-sided abdominal pain and a painful abdominal lump for six weeks, and attacks of giddiness of a few minutes' duration for a year. She also had nausea, faintness, vomiting, weakness, headaches, watery eyes and difficulty in reading. General examination showed only hypertension (170/100) with normal heart and lungs. The abdomen was obese and the liver was not felt. There was a tender mass of 14 weeks' pregnancy size rising out of the pelvis. Pelvic examination showed a lax vagina, lacerated cervix, a hard mass in the pouch of Douglas and apparent continuity between the abdominal mass and the uterus.
Laparotomy disclosed a coconut-sized right ovarian cyst and a tangerine-sized solid enlargement of the left ovary which had prolapsed into the pouch of Douglas; both were removed. The uterus, which was small and appeared normal, was left. Convalescence was uneventful, save for a mild urinary tract infection; there was no post-operative vaginal bleeding. As the giddiness, &c., continued she was seen by a physician, and in the ear and eye departments, and nothing of note elicited; she was discharged fairly well.
The 7 blocks made of the right cyst (a typical hair-and tallow-containing unilocular dermoid) showed only skin, respiratory canal-with their associated glands-bone, and marrow; no gut or carcinoid. The left tumour was solid, tough, butter-yellow when first seen, much yellower later (due perhaps to the pigment in these tumours being an artefact of formalin fixation). The 10 blocks made showed only a typical argentaffinoma with mixed adenoid and solid cell masses, the latter recalling a microfolliculoid granulosal tumour. Distinctive features were the frequent presence of a clear marginal cytoplasmic rim, containing brown pigment and giving a rather marked argentaffin reaction, and the often curiously abrupt transitions between the 2 patterns (see Figs. 1 and 2) . The fibrous stroma was not distinctive; there was both venous and lymphatic permeation. The uniformity and solidity of the left tumour make it more likely to have been a metastasis from an intestinal primary than a local development in a teratoma. The patient's attacks of giddiness, &c., may well have been part of the syndrome recently described by Thorson and co-workers (1954) in advanced abdominal carcinoidosis, the flushing, &c., being masked by her colour. The vital feature is probably adequate metastasis outside the portal area which in women tends to involve the ovaries, though this is not usually prominent with this tumour (Ariel, 1939) . Unfortunately the patient failed to attend for re-examination.
There are 6 recorded cases of local development of argentaffinoma in a teratoma (Mitchell and Diamond, 1949) , though one of these is suspect.
A second case, illustrating this combination, with very similar anatomy to the first, was briefly shown.
